because blacks have a higher stroke incidence compared with whites, although the case-fatality rate is similar between the 2 races. 5 Within the Greater Cincinnati/ Northern Kentucky population of 1.3 million, a large epidemiology study of stroke has been ongoing since 1988 that captures all hospitalized cases of stroke, along with a sampling of out-of-hospital events every 5 years. This allows the calculation of standardized stroke incidence rates for blacks and whites. Overall, blacks had nearly double the incidence of stroke (including ischemic and hemorrhagic subtypes) when compared with whites (Table  1) . Interestingly, there was a striking association with age, in that blacks younger than 55 years seem to be at particularly high risk (2 to 5 times higher risk than similarly aged whites), but by the time elderly ages are achieved, the racial disparity is significantly attenuated. Unfortunately, this racial disparity in stroke incidence does not appear to be changing over time, as there was still a significant disparity in 1999 as there was in 1994. 6 Socioeconomic disparity was mentioned earlier as a possible contributor to race/ethnic disparities; therefore, this was explored within the same Greater Cincinnati population as a possible explanation for the increased stroke incidence among blacks. With the use of aggregate measures of socioeconomic status (percentage of citizens within a US census tract living below the poverty level), incidence rates for whites and blacks were calculated as stratified by poverty status of the community of residence, and the contribution of socioeconomic status to the excess risk of blacks was obtained (Figure 2 ). 7 Based on these assumptions, community socioeconomic status explained 39% of the excess stroke incidence risk in blacks, leaving 61% unaccounted for. Caution should be used in interpreting these results, however, as many investigators question the validity of typical socioeconomic indicators when comparing across racial groups (eg, is a high school diploma in 2 different parts of town equivalent? Does income truly reflect the stress and/or danger of a person's occupation?).
Risk factor prevalence and control among blacks has long been thought to contribute to racial disparities in stroke. In general, hypertension is more prevalent, more difficult to control, and less likely to be diagnosed among blacks than whites. 8 Blacks also tend to have an earlier age of onset of hypertension, 9 and responses to medications are different between blacks and whites. 10 Similarly, diabetes is more prevalent, and rates of diabetes are increasing faster among blacks than whites, 11 in part likely due to faster increases in obesity rates among blacks. 12 Sacco et al 13 investigated the importance of different risk factors within a triethnic community in Northern Manhattan and found that hypertension and diabetes were the most important for blacks and Hispanics, whereas atrial fibrillation and coronary artery disease were relatively more important for whites (Table 2 ). This emphasizes that racial disparities in stroke are likely due in part to racial disparities in other diseases, and collaborations with investigators studying racial disparities in diseases such as hypertension and diabetes are especially important.
Results regarding racial disparities in stroke acute care and preventive treatments have been mixed. Some studies have found a consistent racial disparity in the use of recombinant tissue-type plasminogen activator for acute ischemic stroke (ie, blacks receive it less often than whites), 14 whereas others have found no such association. 15 Most studies of antiplatelet medication use after ischemic stroke have not found a difference by race, 16 although in some studies, warfarin was used slightly less in blacks. 17 A recent study found that blacks were less likely to receive and use smoking cessation interventions, even after controlling for socioeconomic factors. 18 Although nationwide studies have found that blacks in general receive less medical diagnostic testing, 19 another large study within the Veterans Administration medical system of stroke-specific diagnostic testing did not find racial disparities, except for in the use of cerebral angiography. 20 Blacks have been found to be less frequently cared for by a neurologist, 21 which some studies have found improves outcomes, although this finding is controversial. 22 There does not seem to be a difference in the access to rehabilitative services, although disposition to rehabilitation ap- 23 Functional outcome months after ischemic stroke has been shown to be consistently worse for blacks than whites. 23 A discussion of racial disparity as it specifically relates to hemorrhagic stroke subtypes is warranted, although the data are less robust than those for ischemic stroke. In general, blacks have a higher incidence of intracerebral hemorrhage when compared with whites, as in ischemic stroke. 5, 6 In addition, there is a racial difference in the typical location of hemorrhage, a factor well known to be correlated with outcome: blacks are more likely to have deep or brainstem hemorrhages, whereas whites are more likely to have lobar hemorrhages. 24 Owing to the lower incidence rates of subarachnoid hemorrhage, estimates of racial disparity in this subtype should be interpreted cautiously.
Knowledge of stroke warning signs and risk factors may be an important contributor to racial disparities that is often overlooked. Previous surveys of public knowledge have found that those at the highest risk, especially minority populations and the elderly, have the least stroke knowledge 25, 26 and lower rates of awareness of stroke risk factors, such as hypertension. 27, 28 In addition to knowledge of the warning signs and risk factors, knowledge of potential treatments and the understanding that stroke is an emergency also differ among races, an important consideration for application of acute treatments in the future, which may lead to racial disparities in treatments as well.
This extremely brief overview of racial disparity in stroke highlights the enormity of the problem that clearly needs to be addressed. However, if we are to attempt to intervene to address these disparities, the first question becomes at what level? Nationally? Within the local community? Or on an individual level? Of course, individual level interventions would be ideal; personalized interactions have the best opportunity for appropriate and relevant changes to be made to affect future risk among minority patients. However, individual interactions may not address larger problems that are beyond the ability of a single practitioner to address, and it is usually not possible to reach every person at risk within a community on an individual level. National level interventions are often quite difficult, because to make the intervention broad enough for the nation often means that is it directed and relevant to very few. Therefore, community-based research and intervention is likely the route that will allow interventions to be the most relevant and directed and yet still reach larger numbers of people at risk. A recent example of this community-based approach is the use of beauty salons and barber shops in the black community as a venue for distributing health information. 29 By using locally known and trusted community champions and working with the community to produce self-sustaining strategies, community-based interventions will likely be the best target for reducing local race/ethnic disparities in health in the future.
In addition, large epidemiologic studies are crucial for measuring our successes (or failures) in addressing racial disparities in stroke. Interventions done to address racial disparities may be done on a community level, as suggested, but often lack any standard against which to measure success or areas that still need improvement. The ongoing REGARDS study, with 30 000 enrolled participants, 30 will provide desperately needed data regarding racial and geographic disparities in the development of stroke and will complement other population-based studies that follow changes over time in stroke disparities. 31, 32 
